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HEALTH CARE.IN RURAL. AMDRICA' by Mary C. Ahearn. Economic Development Diviaion,

° Economics; Statiatica, and- Cooperatives Service; U.S. Department of Agriculture.
Agriculture Information Bulletin No. 428.
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<° ., ABSTRACT

B . C- E !

[ ‘ - t - [ .
Nonmetropolitan areas, have greater,unmet health needs and fewer health resources.
than metropolitan areas. Thia'report compares health needs. and ‘resources in both
areaa, and shows that nonmetro areas” lower incomes, largeu‘aged populations, hazard-»--
ous occupations, .8nd lower educationsl levels contribute to poorer health care

.--conditions. A positive development has been’ the Federal Government’ s recognition of

problems and f{ts programs designed to meet these apecial needs. It will be important
to recognize rural residents’ health needa under -any national health insurance

- program. .

\

Keyyords:_-ﬂnalth care; Rural needs- ‘Health expenditurea, Government health programs,
' ‘Medical reaourcea, Health atatus, Rural development. e
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SUMMARY Lo . . Coe

—~ yonmetropolitan.greas ha&e.g:eétef unftet health needs and fewer health resources
than metropolitan areas. "Totally. rural areas consistently have the fewest health.

.resources per capita of all areas in the United States. These areas had less than -
- one-third the national number.of physicians per capita in 1975. . - O

fﬁere were 71 non-Federal phyéiciﬁns_ggfing-for patiehﬁs pér 1001000 pdpuiétioﬁ-

- in nonmetropolitan areas, compared to 157'in‘metfopolitan‘areas-in 1975. Nonmetro-

politan areas had about 1l medical specialists per 100,000 population, while metro-
politan areas had 31. The distribution of hospital .and nursing home beds per capita

18 more nearly equal. - However, nonmetropolitan'fécilities are generallyfolder.ahd_are

‘i less likely to be accredited and to have few épec;alizgd;services. S A Y

a

. Thé‘1969—7371dfant'mortali£y rate of *20.7 deaths per 1,000 live births in

‘ﬁnonmetropolitan'areas compares with 19.3 in metropolitan -areas. = The rate was higher,‘
~21.2 per 1,000 1live births,,fof totally rural areas adjacent to metro areas.

Y .

The fevefégl qf the rural to urban population migration has inéreqsgﬂ_the strain
onjthe"health‘chre>j§;tem‘1ﬁ”§11 nonmetropolitan areas, especially in. the totally

rural aregél The raty of cnanée in physician supply in'totélly'rgral.h;éas between
1970 and 1975; did net keep ‘pace with the rate of population change; the two rates did
keep pace in the rest of the Nation. Solutions specifically designed to meet these.

‘problems in totally rural areas should be substituted fqr blanket policies since

O
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: (7’ 19 37). 2/ At the same time," adequate health care
'eaaential to economic development' because of their ‘relationship to.the quaiity of

o H_ealth Ca'.‘r,e in'.RuraI'Americda

. -

e et g e P R - g e e s e e g

« - .. . Mary C. Ahearn! - - .

IN'TRODUCfl“ION o oy

An adequate level of health care 48 now considered a. right by many. people.

'~Specifying .the level of care that is considered adequate continues to be debated, .

however, in large part becauae of the’ high tosts of health care. If the right to
care, i8 accepted, equal’ access to that care. would seem 5; .be .a necessary corollary
esources are known to be

life, worker productivity, labor force participation rate, and industrial location

;‘(51 67). A major problem facing rural areas is inadequate health resources. This

report. provides an overview of the present rural health- care situation. It includes ,
a description of .the special health needs of rural areas and a discussion of certain '
contributing factors. The major Government rural health programs are also reviewed. .

) The report is intended to aid the State directors, staff, and committees of [
rural health system agenciea° ‘the public health departments at all levels of. govern-
ment; the cooperative extension ‘'service professionals who have responsibility concern-
ing the rural health syatem;- policymakers and rural health program. managera, and o
reaearchers, especially \hoae located in land grant universities. :

Selected inditatora of the condition of the health care system a:e compared for

,,metropolitan and nonmetropolitan areas. This condition’ can be evaluated by ‘examining

the inputa to‘'the syatem and/or :the outcomes from the system “if a relationship can be
shown to exis:’ between “the condition and these two types of indicators. For the

'health care system; .the inputs are measures, of ‘supply of health resources’ and the . = .. °

outcomes are measures of the health status of the population. Although tonflicting
evidence ﬂxists, there is basis for assuming that both these types of indica ‘ors are .

Y
v - ) >
e . . .
a
‘.J T

l/ Economist,\Economic Development Division, Economlcs, Statistics, and Cooperatlves

‘Service, U.S. Department of Agriculture. - The section on government.involvement: in .

rural health care was’ begun while. the author was a graduate assistant supported through

-Pe?nsylvania State University s Pennsylvania Title V Rural Development Program.

’ v

"2/ Underscored numbers in parentheaea refer to items in the bibliography at the end

.of this report.
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related to the condition of the health care system (24). Therefore, both types:of

» ' o » ﬁ' . :'_ , o '.

?shortage must be determined.

-indicators will be compared for metropolitan and nonmetropolitan aceas. 3/

\.\ -

FA@TORS AFFECTING RURAL HEALTH NEED9

. Two types of shortages epitomize rural areas” needs for increased health resources.

The* first type, e:onomic,. is used by economists-'to. specify the. differences between
-the quantity of medical cire ‘demanded and the quantity 'supplied at the prevailing : -
pride. The quantity demanded is the amount individuals are willing and able to pay
for medical care at the- prevailfhg price. The second type, ‘normative, exists.when a -
good or sebvice is considered a right. by s&ciety. ‘Normative shortage considers N
the need for services (as determined by the individual or health professional) beyond
the point. 6f that: affordable to consumers. A normative shortage is a more serious °
consideration for policy planners because decisions regarding how much care is.a '
right must be made, and once made,- the form of market intervention to alleviate- the -

¢ . ce °

Several characteristics affect the shortage of Dgalth care services to rural_

'area residents. At the county. level, the data are cdllected only as frequently as

the decennial census. 4/ Thus, the most recent census data available are for 1970
(table ). Specifically, these show the -prevalence of low incomes, hazardous occupa~

btions, higher proportidns of senior ciﬂizens, and lower educational levels. Another.
‘characteristic of nonmetro. areas, geographic isolation, means that residents must

travel greater distances for routine and emergency health care. This is not tol imply

. that all nonmetro people ‘are subject to severe health deprivatipns. ‘Rather, this'

suggests, 'and dati on health status support, that a disproportionate number of -

- uncnmetro area residénts are in need of health care in relation to metro residents.
‘Consideration of these characteristics will help to determine the. most ‘appropriate

method of alleviating shortages. Rural area residents are distinctive, owing to

-thelir geographic dispersityrand lifestyles. Histgpically, planners have not been
sensitive to the diversity and uniqueness of,rural area situations and have. applied

blanket urban-oriented policles to all needy areas.

. - - 4
] R \ " Income

The prevalence of economic pove¥ty. in a community has a dual effect on the unmet |

d@eds for health care. It increases the need for care, and 1t decreases the ability
to purchase care. Poverty incqéases the incidence of disease through its relation .to’

- o )
- . )
-

3/ The terms rural and urban connote*nonmetropolitan and metropolitan- areas,
of residence by the U.S. Bureau of the Census. In the rest of thid report, rurxl and -
urban are used but a strict nonmetropolitan/metropolitan classification schemd is
employed when data are compared by residence. Nonmetro and metro coynties are

respectively._ However, & formal distinction is made between these two classi;;%;tions"

further delineated into categories by size of the metro area of which each metr
county 1s a part, and’ for nonmetro counties, by the number of urban residents and

‘geographic proximity to a metro.area (appendix A). This scheme of classificatiom,
-theoretically,;will unmask differences which may otherwise be obscured by simpler
:methods.~ The majority of the data are from the Department. of Health, Education, and

Q
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Welfare”s (HEW) Area Resource File (56). The data for Alaska are not at the county
-evel,vso that State has not been included. Other sources are referenced accordingly.

4/ &, mid—dgcade census beginning in 1985 has been approved and its scope is still

'being reviewed by the U.S. Bureau of the Census.
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' poor nutrition, housing,- and sanitation. . As family‘incomes decrease, the average
number of disability days per-person per year tends to increase. The situatibn is
exacerbated because - poverty ‘decreases an individual’ 8 ability to purchase needed care

" -both directly. and 1ndirectly through insurance ‘plans.’ Not~ ‘only are lower income,
" . persons much less likely to have hospital insurance, but 1if they do, ‘they are less
likely than higher income persons to have more than ode plan (68) The Medicaid, )
. 'program has helped finance the medical care costs to.the poor.: *Nevértheless, -
. medigcal care expenses are much more of a hardﬁhip for those in' lower income groups
-~ (table 2) 5/ e ) _ T 3.

. N . .
- ) N R

A disproportionately larger numggr of rural,residents (and inner‘city residents)
live in poverty. Given .the existing system, therefore, poverty is a major obstacle’
©to improved access of rural tesidents to adequate: health ‘care.

~ ?

- . - : . §

f\:;“' ' ) Table:ZJ-Aggregste family-outlay for persohal;health services
- ' - as a percentage’ of annual family income,.1970‘ . -

/ ) Annualtfsmily'income'
f.°. .. andpoverty level

y ) R — . e
) Aggregate family outlay N N '_ o :
~ for health services SO —

X

AB reported in. social
survey and verified

es wiiee s s ot |-

As reported.in.
social. survey

ok
)

Dbllars'.

g Percent a o ,
: Under 2,000 : " 14.5 " ‘2.5 v
. 2,000-3,499 -0 9.3 9.3 S
©3,500-4,999 K D7 7.5 : J
5,000-7,499 .- : 6.1 5.8 o b
-~ 7,500-9,999 . 4.6 4e5
- 10,G00-14, 999 . s 3.8 3.7
1_:_‘009 and over : 3.3 3.1 -
Above near poverty : : 4.0 3.9
.. Below near.poverty s _8.9~\5 8.3
. e _ . 3 i
Total .. H b4 4.2 ‘
. Source: '(g). e : S - . S

3 Occupation

: The types of employment a population is engaged in are-related to the incidence
of both acute'and chronic. health conditigns and sp to the health needs of a "region.
‘Several measures are used to indicate the relationship between occupation -afid employee

" safety. These include the fatality rate" by industry, the injury and illness rate by
industry, and the percentage of lost—workday injuries which result in- days of restricted

. - . . . . RPN

5/ Two methods dere used to measure expenses in the more recent nationwide survéy
on. family outlay by income groups. one involving respondents’ -replies from a social
survey and the other involving respondent and verification data. . .

LN

. A . ‘;2 — o L . )
' . R
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~ - work'activity by industry. 6/ These measure only acute health conditiona auffered by
. a worker. This selection 1s not to downplay the seriousness:of chronic conditions //
" (or of ‘emottfonal conditions, for that matter) but was made simply because of the -
difficulty in measuring and identifying their relation to type of occupation. Forl
example, the Secretary' of Health, Education, and Welfare (HEW) recently~eatimated
that approximately 21 to 38 pergent of all cancer cases 1n the United States may be
traced to gources in the workplace, but 1t may take years to document this (42)
]
Of .the measures mentioned, the degree of physical danger to an employee rahks";
_the industries differently However, .both the agriculture, forestry, and fishing
" ipdustry and the mining industry are almost consistently ranked high by all three,
'measures (table 3)} These combined-industries in 1976 constituted a larger share of

- .

. . R -

Table 3-—Rankings and incidence rates of selected measures of job-related
. health conditions for hired workers, by industry, 1976

B

: _ _ s Job-rekated " ¢ ".Illness and . : Lost—:orkd:y inguriea
. . s fatalities : " injury : nvolving days
A Industry : R : L ;- Of restricted ‘-
.7 udivision . ' . . . work activity
TR : K : st 2 : : Loy
_* - e o Incidence : Rank: ‘Incidence. ¥ Rank: Percentage ;. Rank
( Do .~ ., rate per | . rate per. :
o 11,000 full= D 7100 full- a"':
) . .time workers | . . time workers. v _ :
- - LT ” o ¢ %l . Rate Order °  -Rate ?‘ Order' . Pet. -, Order
"-Private sector Cr 0608 e L 9.2, : . 5.0 ) -
‘Mining B 49 e 2 R S | 3
"7 Agriculture; for estry,:,." S SR ST e : _
., and fishing 1/ . ': - .28 - 2 . 11.0 o3 T 1.9 5°
Construction , .25 3- .. "15.3 1 1.2 -84
Transportation and = -: . o ST o
" public utilities : 19 T 4 o~ 9.8 YR Py | 2
Manufacturing : : . .06 .5 . 13.2 . 2. 8.0 gy
. 'Services T 05 ) 6 _ 5.3 2 6aE 1.5 6
' Wholesale and . ' o : _ : o
retall  trate ) : 04 7 755 5 Lo Ted 7.
Finance; insurance, . : , ~ = . - L R s -
and real estate - t. .0l .08 . 20 . 7 2.8 0 T
1/°0nly includes workers at places of at least 1l workers. R
Source: . (65). _ - : T :
N R 6 .. .0 ) ‘ oo i -
— . S 3 .

6/ The: Departments of Labot-.and HEW collect this type of data. HEW collects data
-on disability days for both self-employed and hired workers but.does not differentiate
between werk=telated and all disabilities. Labor collects’ work-related- ‘disability
‘data for only* hiréd workers, and An agriculture, only in workplaces of at least 11 ~
workers. The latter data source was chosen because. it more clearly represents»the
relationship between occupation and disability. ~The drawback to this data source for
the purposes-here is’ that'it eliminates self- employed workers, which” are the ma/g;ity
of agricultural workers| S T

", Yoo B
M ; Lo

[
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" the nonnetropolitan work.force'than'the etropolitan work force, 10.6 percent and 2.0

LA

percent, respcvtively. The agriculture; forestry, and fishing industry had the
largest -percentage increas in total~injury incidence rate of any other. industry; » "~

- between 1975 and .1976. and, althou they did not have the largest percentagé- increase,
“both 1t and the mining industry ad increases in the percentage of lost-workday
injury rates.

.
The existence and the extht of medical insurance coveragé are not. only related
to an individpal s income, but also to the Lype of occupation. Farmworkers, more
than any ‘other occupational group, are not likely to have medical insurance coverqu-}

e Given the relatiOn of the agriculture and mining industries to (1) the safety of
an employee, and (2) the incidence of medical insutance. coverage, it appears that * '
residents of nonmetro areas experience a greater unmet need. for medical care,than do ¢

* metro areas - residents. -

-

/ - PE P . B = : .

a

-7 . L i ..

"‘Or ; égg

Medical needs vary with age.p Statistics substantiate that the elderly use more-
physician services, have morg hospital admissions, and’ stay longer than do otﬂers in
younger age groups. Three-fourths of the noninstitutional population aged 65 or,
older have one or more chronic conditions. Almost.two out of .f£ive have a chronic
conditi-u that’ limits.activity. Besides the elderly,’ young children less -than 10
years old: require ‘the most health services, while those 10 to 45 years old require
,the least Health care. Nonmetro areas- have higher proportions of young childrén and’
elderty-—precisely the two age groups that’ require and use’ the most health services .

(f1z. 1)

@
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S:udies c0nsls:encry repor: that as the educa:ional level increases so doeg use

;of healtb,serviceq (40). Persons with lower educational levels have“not had the
‘Apporcunicy to learn proper disease prevention and health promotion habits or ‘to become

informed about such Gavernment programs as- Medicare and Medicaid. The suggestion

- that persons with lower educacional levels use less health services because they do

not need them is noc true (fig. %) As educatjonal attuinment 1ncreases,‘:he‘likeli—

‘hood of being unable to carry on ia major ac:ivi:y, -such as work, decreases-‘ <

v

_..l

The level of educacion in nonuetro areas 1s generally lower than. that 6f metro

- —-ureas. The percentage of males 25 years and older who had compleced less than

5 years of elempn:ary school (defined as functional illiterates) in 1975 was almost

. twice as great 1in nonmetro a2s In metro areas. For females, that rate was about

one~and-a-half tiues greater in nonmetro areas. The difference in educa:ional

-attainment. between nonmetro and metro areas is especially large when comparing

funcciOnal 1111:eracy for the oldest age .category (2&)

aj, - o ANMENT "INVOLVEMENT. IN RURAL HEALTH CARE

-

£ L] ’
/ﬁrcqnt Dlstrlbutlon of‘Pepsons with Chronlc Dlsabllmes by Education

,.’

Abouc 9 percent the total U.S. gross national product was spent on health
care. in' 1977 (30). his sector has become one of the three largest industries,

ngcoun:ing for roximacely 6. percent of the U.S. work . force. ¢

1-
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.. Government -health care spending has increased both in an absolute.sense and .as a
share of total.health expenditures. Government’s share (including Federal, State,
and local) of national health expenditures\rnpresented 42. 1 percent of the total or

$310.13 per capita in 1977 (table 4). L

. o J

Table 4--Real aggregate and per capita national héaltH*expepditures;
by source of fund, and public as a’' percentage of total,
: selected years, 1940-77 1/

o . . ) . Health eipenditures -

Year . Poblic as a

: Total : Public .t
. . . .. percentage of total
: AggreQ : Per : Aggre- : Per : Federal : State
H gate : capita : gate : capita : ) : and local -
P - : ‘ o o
. ¢ Million ) Milliom = - - . o
" Year ending % dollars Dollars dollars Dollars - - —-Percent- - -
June 30: : ' ¢ g
© 1940 . . : 21,335 159.23 4,297 32.09 3.9 11.4 \
1950 i : 45,385 295.66 A1,366 . 75.36 9.4 10.8 .
1960 : 66,127 362.22 16,355 89.59 = 9.2 d2.4
1965 m " 87,989 447.39 21,572. 109.68 - 8.5 12.3
1970 ) . : 116,112 w39.70 . 42,604 . .205.3% - 22.3 11.9 .
. ' ‘:’:) e ‘ h ) "
Year ending ° K : ; N
September 30: 2/ , : ‘ . ' ) »
1975 -~ ' ¥ 1 153,327 706.47 65,404 301.36 28.7 13.7
1976 ~ 7 : 156,362 ° 714.51 . ' 66,318 303.04 28.1 : 4.6
1977 3/ : 162,627 - 736.92 68,442 310:13 28.6. . 1355
. [ .\ . \/-~ “__‘
1/ Adjusted for inflation; 1977 = 100. ’ v ) -
2/ FisRal year“was redefined. “ : 2 7 . :
3/ Preliminary. ~ RN : ’

Sources: (17, 30).. . : o . .

A

©

Health Expenditureé

“
N 4

The only reliable information source on the distribution of public health
7 expenditures bx residence is for Federal expenditures. This is still of value since
Felleral health care expenditures in ,1976" amounted to two—thirds of .all public health
expenditures, while the remaining one~third represented State and local governments'
share. Overall? a lower per capita :amount of Federal health :expenditures in 1976
went to nonmefrd areas than metro areas,»$130 and $163, respectively (fig. 3). . Also,
exceptionally low outlays-were made to areas such as fringe counties in greater metro
.areas and nonmet;o countiés that are urbanized but not adjacehnt to a Standard-Metro-

politan Statistical Area (SMSA) 7/ c ) \ _ %
7/ See apgendix A for SMSA definition. * T - DO
) : . ) -8- PR L .
-~ L i} A
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Per Capita Federal Outlays for Health Payments and Servnces, by Resndence, 1976
Residence ' - o B - e
' . Categories B S : : oo L LT

i © . US.TOTAL 154
METRO TOTAL 164 |
. ~ AR Greater 189 |
' Core~ 228 |

Fringe 101

Ty

wgv- © . Medium 128
) Lesser 133

NONMETRO TOTA.L 130.
+ Urbanized ; -
(Adj.to smsay 129 1B
. Urbanized
{Not ad]. to sMsa) 115

ss-urbanized
l"'Buaucuzosmsm130
Less-urbanize 137

{Not adj. to SMSA)
] Totally rural 4.
(Ad) 1o sMsA) 130
Totally rural 139

'(NmamtoSMSM N '
EN > .
Includea approximataly 80 percent of Faceral heaith expenditures The olnar 20 parcanl were undsg,v%ed because mey were research grants or funds lor, &
progfams wiiers the county disinbution was unknown or whera the procedure used to estimate the rslnbunon was questionable. r
. See appendu A for definition of residence categones. Source: Calculations based on (4?) L
USDA . R i . T . o - . Neg. ESCS 70.79 (6)
- - ] s : : . . : . . L. S - ; -
. .. - . A . _ - . \ . . o .
. Y . . . .
o+ - . .

The public health financing programs-adninistered by the Health Care Financing
-Administration--Meditare and Medicaid—-represent the majot portion of Federal health
care expenditures.- The 1976 distribution estimate of these programs’ funds by
“residence, when compared to the distribution of the population, showed that nonmetro
areas received fewer funds per capita tgan metro’ areas. 8/ (Some: would contend that
-—~———+mmdxh—care—costs*more—in‘mecro ‘areas than—nonmetro—areas~—but~—no~-evidence_suppor,ts______w

that contention wheré the quality of care 18 assgessed as- equal ') Such a distribution

., could.be considered inequitable since both the aged and the economicalyi impoverished
populations are overrepresented in, nonmetro areas (21 26) i ;

Medicare, a Federal program with yniform benefits, has two ‘major parts. ‘Par: & IR
covers hospital and institutional care and Part B covers outpatient services.
Physicians in the Medicare program’ are,reimbursed the prevailing fees which are about

L “e
4
’
-

8/ Medicare s diseribution of funds by county is estimated from a formula based. on.
thé: known distribution of recipient population at a'point in time. Medicaidis -
distribution 18 estimated from a formqga ‘based on the known distribution of the Aid.

) to Families with Dependent Children  (AFDC) and Supplemental Security Income (SSI) .
: & recipient population at a point in time. This has the effect of assuming every - ¢
" recipient receives equal fupding, which is. unlikells It may overstate outlays to

* nonmetro areas in a county, Because of .the relative navcilaGility of specialized, and:
thus expensive, medical personnel and equipment in honmetro aréas. ‘Because the
distribution of Medicaid funds is estimated from thg AFDC and SSI population, no .
consideration is given, to the possible case where ervices aré nonexiifent even 1f an’
’ individual ig eligible. (a ‘more likely occur:ence i} nonmetro areas). v .
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~ 25 percent lower in nonmetro. areas than in metro areas. Lower fees are in pa

.

- nonmetro aged make the deductible and coinsurance provisions of Medicare more

. share of the program varies. by State. About 60 percent of the nonmetro poor ¢

" per capita (26, 22;‘21);' A major factor contributing to the pro-urban bias of 1d tq

ot due 7
. _ L . e edy oo -
to.the relative absence ‘of specialized care available‘toinqnmetro residentes- ,ﬁ 'icar&
.also has limited home health.and nursing home benefits (22,.:59). Because the ortig,
n

aged represent 4 .higher proportion of the nonmetro population and a higher proparts

of "the aged 1n nonmetro areas have chronic conditions than.their metro counter? do

v

. . e T . etri-
- inadequate provision of home health: and nursing home services is particularly dheté-. -

.

mental to the regidents of nonmetro. areas (39). The high poverty rates among feroy -
s

(22).
The Medicaid program 1s a Federal~Sthte cooperative prdgfamLand the,Federgiidés :
- e’ :

in the South, where Medicaid recipients receive the lowest amount of Medicaid .

Medicaid program 1s that eligitglity is tied to cash welfare programs such as

- Families with Dependent CHildren- (AFDC).and Supplemental Security Income *(SSI) )

(2L, 57). The rural poor are more likely to. live in' two-parent households (57 .
percent) than the urban poor (38 percent), and generally only one-parent famil?

" have been eligible for AFDC. (As of June 1978, 28 States provided benefits to

two-parent poor families when the father was unemp loyed (63).)

. oA,
¢

¥ . ] . _ Selected Government.Pfograms

Recanflx,the Egderél Government haereéégnized the rurak:health care‘situat‘.on
as unique and designéd/special programs to ameliorate’ rural health carexpgobleﬂf '
Eight programs particularly bgngﬁit'rﬁfal areas: -Community Health Centers (CHC)'se
Migrant Health Centers (MHC); National Health Service Corpsg(NHSC); Health Unde¥ éryed _
RQrdl Areas (HURA); Rural Health Initiacivé'(RHI); Rural Health Clinic Servitces '
Loan Repayment; and Community Facilities Loan Programs (table 5 and appendix B)’ & _ .
) The Government use3 several indicators La_determine undersérved areas (appezkix o
C). Being designzted as an underserved area is a-necessary, but notra.sufficie? ’

3@ > : hen . .
ve been found to.be overrepr.ovented v. ’ :

o .

requirement. for fuﬁding.}qunmequ areas ﬁt e e -
. scarcity 1s determined by the two most widely used .methods in designat:-. _horcﬂg T' . .

areas, the method fo identify Medipally'Undé%EE?QEEfK?EEE’Tﬂﬂli“and the -. :hod teei A
_1dentify Heal;h;Manpouéz.ShorLage“Areas;LHMSALL_Loniexample,—in—LQJJrnappFOXimg bui\f\\—;—r//’

27 percent of the pqpulat?on resided’in ‘nonmetro areas. as defined by the Qensusrsided.
»over 53 percent of ‘all persons: in MUAs and 51 percent”of all perscns in HMS As - £ €3

in nonmetro areas. . o —— ' oF ‘ 8 '

o ' o ‘ . . . . v e
Community Health Centérs'_ ! - : S e t 4
" The goal .of the Community Health Genter (CHC) progfam is to, support aﬁbula‘g:y S

health care projects in areas with scarce or nonexistent health services. Gr:e;f‘un‘d.1
are provided to public or nonprofit health organizations<designated as,MUAs‘Qaprg78¥‘
C). Howeve;,‘out of the total MUA Eopulation’in elther turgl_or urban areas in“ P s
only'6.2 percent were served by the CHC program (66)..~Grants are available for’ £
-planning and -development and operation of clinics. Regulations innrlude provisiorl
specified health services.. '’ ) o : A .

. .

The ' CHC proéram, in 1ts present fo: a; was established under the Healthhﬂevenue, ] 4
Sharing and-Health'S§erviges Act of 1975 (P.L. 94-63). The act combined three p¥ .
grams--the Neighborhood Health Centers ‘(NHC), Family Health Centers  (FHC); and t ag
Community Health Networks (CHN)--under a single administration termed CHC.: Fand? o
of the NHC, the major program of CHCs, predecessors,: was first authorized in 1965 ~
Séction 211-2 of the Economic Opportunity Act and administered, by ‘the Office Of °
B 14 " . .

* _-i0~
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T Table S~Inforeation on ‘_Fégie‘_ral grnwgrams .invn‘lyed 1o delivern of Tutal health cane K

R Proposed percgntage Prinary

E iPrngnann., t‘i‘ i Leglalative ¢ Budget apprOpri rof dollars’in - elipthiltty ] Progran -

v oo athortly 'adeng . mmlﬂ%s“: eriteria | ﬂf NMMﬁMMth"
}. ‘ o : ) — : ' n‘ ’I\ ’
R T Miiliondollars Y et
[ lomnyledty ¢ RIS o o e LA S, B
; CCemters ¢ o - 40-60 percent o
5 S C T ofuwers | ~
o pheln xRS Y S W RS AL
Mo L S lamtes T n T .
Matonal Bealth 1 RLONRD Y S o s BCAS, HSA, B
Services.Corps ¢ E - S -
lealth Underserved ¢ Sees U0, Tiele - 165 . 100 real, o B, B, BER
o © RualAress ¢ XIX of 'the Soctal 77 . R searcity ares,
b Ty Seardtydet W research oppor-
o . T o tunity,
N R " RO e ©slze of Hedicald ,
a v oty ot n . population e
\ YT B B 100 ‘rural A, SA . BOES, BSA, BBV
o ' Initiati‘v'e . Vi ¥ ' Lt v , . ’ HIA HIM ‘ s - ?5,,‘
C K A TR S N
,“ L Rural Health Clinfc ¢ Ple 93110 extend Medfeare ' 1 100 al, WA . R, i C
§ ) Serviees Act‘, et and Hedicald A (T S N
e ; 7 reimbursement 2 |
‘:_ . ‘_'. P 3 ‘ ‘ a ! o o, o "“4 ‘ " .
o ' ~ 'Loan Repayment o Sens, TS 3 L - uwkeon L HGA o B, i, BEF
g S det 3 R oo e
- L
wo o W& 9“““—‘250'0‘”—”‘ - “Countrpopuhtion-r—i?m}ii U5A
T Fagilitles Loan *: . S \ o lessthan o
o | o ',;_ 4 o 10 000 persons,
B L e, - Meet financlal” )
e = ;’ | N o stabilit:y | A ”
L e : ‘ R standards, b

1/ See’ appéndix Cn Yl See text~for unabbreviated names 3/ Funded under continuing resolutions 4/ An adninistratiVe
n ' effort, no funds are appropriateds 5/ Does not include the nursing profession which'{s- authoriaed under Sec. 836( ) of

:,"C: Ve the PublicHeaith Serviceint. W ".-*" - R o
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Economic Opportunity (OEO) HEW also sponsored. NHCs which were authorized under :

" Seéction 3l4(e) of the Comprehensive Health Planning and Public Health: Services Act of

1966. All of the OEO centers were gradually transferred to HEW between 1970 ‘and
1973 T R v .

9

The early NHCB Were large, comprehenaive health projects with little emphasis on

_financial self-gufficiency. ' New projecra are much more’limited, although 158 6f the-

'lvearlier projects. are still in operation. ‘Earlier established projects, because of

their comprehenaiveneas, receive the majority of CHC funds. About 80 _percent of CHC

’ money 1in fiscal year 1978 went to these earlier-type CHC projects. 0nly aboyt one-fifth
. of the: cpmprehensive projects’ users lived in rural areas in 1978,feven though over

.55 percent of the MUA population résided in rural areas. 0ver $7.50 in CHC funds . - -~

- 'were spent in- 1478 per urban medically. underserved - resident, compared to about $l 00

per rural medically ,underserved resident (49 66).

-~ w

- The, Congress, because of ita expressed_awareness of. the poor health care situa—
tion “found. in rural areas, has attempted to make.the CHC program somewhat more

"aensitive to the needs of rural areas. As of fiscal year 1979, 1t is required. that

‘the percentage of users served- by new projects or expanded old projects, in_either
rural ‘or:urban areas,-be between ‘40 to 60 of the total new users." This is to insure-
‘that’ both needy rural and urban:creas are reached. “This . adJustment ‘should not obscure

~the fact  that the earlier, more costly projects are disproportionately serv-ng urban

residents :and’ Ehis 40:60 ratio. applies only to new users, rather tHan ‘all users or-

* all funds (46). The program 18 operating under a: continuing resolution of $252 s
‘million in fiscal year 19793 - | . o _ _ o ‘- '
- . L » . - . 3. . : .
_Mig;ant Health~uenters o S . P .

3

.. . The Migrant Health Act, firat passed in 1962 a@ L. 87-692) and amended several

tim s, was completely’ rewritten in Title IV of P. L., 94-63, the Health Revenue, Sharing

" dnd Health Services Act of 1975. That act, amending the authority. to ‘clearly .define

the operation. of a migrant health center, required the Secretary of Health, Edudation,
and Welfare to ‘establish a National Advisory, Council on Migrant Health and to -
initiate a gtudy of migrant, houslng.' The law,dlso provided for grants to be made to
public and . nonprofit-entities to.plan, deVelop, 'and operate migfant health centers.;
(The most fecent amendments to P.L 94-63 were made in P. L.-95-§26.) :

1

13

-
v

The Migrant Health Centers program_s_purpose is to support the delivc:y of-

quality health care services in rural areas for migrants and seasonal farmwor .ers and
their families. An existing or a’ proposed center to be eligible for funding must be

"located in a High Impact Area (appendix C). Centers will provide diagnostic services,.

treatment, and preventive services. QOther services. may also be. provided, dincluding @

"dental care; nutrition counseling, and environmental serviceq (66)- The - amount
‘appropriated in fiscal year 1978 was $34. 5.million. The- number of persons receiving
: yserviceQ through this program had increased to 557,000 by 1928.. -

»
&
L3 ,"'
<
b
(u © < U .
¢ & . ] .

National Health Service Corps

.

The purpose of the National Health Service Corps (NHSC), establfshed under “the
Emergency Health Peraonnel -Act of 1970 (P. L..91-623), is to improve the delivery of
health services in HMSAs and reduce the number’ of such areas by the appropriate ~
placement  of health professionals and health resources. The Federal Governhent pays
the salaries’ of the healch personnel and provides -administrative. and financial
management assistance. The, community manages the practice and provides of fice

.8pace, equipment, BupplLes, and support staff. Placing personnel in. HMSAs may mean

that some corps’personnel will remain in these areas after their 2-year obligation’

‘has ended.. The current retention rate is yabout 47 _percent for.personnel who extend '

their obligation in, the corps or remain in these communities in private’practice (61)
- ,‘ : ‘ S o <o

s N p .

J



A public or nonprofit private health organization to be eligible for NHSC
. personnel mist be located in an HMSA' (appendix C):  Other: factors which affect
whether a heallh. orgdpization will be approved are .the comments from the "local. -’
professional societies, the degree of community support, and priority given to an
organization employing midlevel heaith practitioners.' An intensive recruitment and.
" matching process is initiated to place appxgpriate personnel in an’ area after
approval. : S - o ) <

£

There are two separate fundings for this program: - one. provides health profes—
sionals, management, and technical assistance to a community; theé other provides
scholarships to studeits who are- committed to serve in the corps upon-completion of:
their training (or’they may repay the scholarship). The program was funded' at $4l
million in fiscal year 1978 to. meet the first obligation. Student s¢holarship funds
‘available in 1979 are budgeted at $65. million.ﬁgNHSC personnel without scholarship
obligations receive substantially ‘higher salaries.. A total of 1,289 personnel were
- placed at 668 sites across the-Nation dur{ng fiscal year 19785 - This. included "694 -

+ physicians, -210 dentists, and 385 other health personnel. such as nutritionists- and

. medical social workers. 3/ Throughout 1973, 89 percent o of °_these—personnel were

T located in rural areas and-the remaining 11 percent/in'urban areas. The administrators )
~ plan to alter the rural-urban ratio of pe,sonnel to 85:15 by ‘the end of fiscal year’
1979 (44). An estimated:3,500 prgfessionals will be in the-field: by 1981, “on the
basis of the’ number of present’NHSC scholarship students. C e : :

0 N

Health Underserved Rural Areax R . . - r\*J" _ T

*

ot

Heelth Underserved Rural Areas (HURA), established in 1974 under the Lesterch
. and demonstratiorn authority of Section 1110 and funded unde Title XIX of tHe Soeial
Security Act, was initially administered by the’ Medical Services Administracion of
the Social and Rehabilitation Services.. Hgwever, on Jafitary. 15, 12706, +he BURA 3
‘program was ‘transferred o the Bureau of Community Health Services, ﬂealfn Servxces
Administratioa, of the Public Health Service in .the interest of uniting the- ‘major
health programs. The Primary Care Research ahﬂ Demonstration Program, au thorized in
1975 uhder Section 340 of the Public Health Service Act, revised and expanded the
t- authority of HURA. The rimary Care Research “and Demonstration Program was not
included in the fiscal year 1979 appropriations bill, however. The ‘ongoing HURA
=« projécts are.to be -funded at’ $16.5 million for fiscal year 1979.-" This apropriation,
; . approved under the . authority-of-Section 1110, SSAy will allow for approximately eight.

-

] -' . R 3 .
v 2. a

°  .Funds under this program, available to public and private entitieq, mist be used -
’, 'for demonstration of, or research on, primary healthvor-dental services. Acceptable ..
of health perqonnel to a scarcity area or on unique and promising delivery ‘systems.

Fuads, were authorized §or urban. areas for the firs time-urider the Primary Care °
Research' and Demonstration Program. To this date, :;piogriations hive not’ been\made

'for this program-

<

- + 0
-
e

Rural health Initiative '_," . R _ o o ' . e

T The Rural Heaith Initiative (RHL) 1is an administrative effort (rather than a
legislative authority) of the Bureau of Community Health ‘Sexvices in HEW to assist dn
the development of health care systems in rural areas by managing “the activities of a*

. number of existing Federal wprograms operating in rural areas. The programs coordinated

P and integrated under the RHI include the following: The Community Healtn Centers

an

9/ Unpublished data from the National Health Seerce Corps, D partment of Health,
Education, and Welfare., ’ S8 . . . .

- . . . 4 . . i “ N . ’. -13_ . . ) L. .

& h . - . .
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Program, the National Health Service Corpa, the Health Underserved Rural Areas,
the Migrant H alth'Program, and the Appalachian Health Program.. 10/ Appplicants are
expected to co rdinate their activities with other area health, programs. .

. * These prog ams , until the 1nitiation of -the RHI in 1975, operated independently
of other Government programs, which meant that two'.or ‘more programs- could. have been .
serving thé same \community with. separate facilities. The RHI has attemp*ed to LA
convert .such-narr W categorical projects in rural &reas into broad-based nrigsry
health care proje ts. N ! .

~ An applicant must ‘be a’ public or nonprofit private entity interested in providing
health care services to a rural area with demonstrated need to apply for ' funding.
Needy areas in:clude Rhoae designated as (1) Medically. Underserved Areas (MUA),\(Z)
*Health Manpower Shortage Areas (HMSA),,(3) High Impact Areas (HIA), or (4) High

Infant Mortality (HIM)\rate areas (appendix C). Areas considered underserved by the.
-greatest number of the e four criteria have the highest priority for support. Areas

. apﬁiying for planning ‘and develoment grants must meet three out of the four criteria

- to be elig1ble for fundQ\under -the- RHI. . . .

Rural Health Clinic Serviées Act

. o '
;' : Because of the sparsity of physicians in rural medically underserved areas, :
services which would otherwise be’ provided by..a physician arée frequently provided by .
so~ealled new’' or midlevel health care practitioners, ‘such as physician assistants and .
nurse practitioners. Until recently, "services- provided to Medicare (part B) and , e
Medicaid patients by ‘midlevel health practitionere were not reimbursable if ‘a physician
-~ were not present.. The recent Rural Health Clinic Services Law of 1977 (p. L. 95-210)
amends the Social Security Act to extend” coverage to these services provided in a
v.qrural ‘clinic meeting” the eligibility requirements. A . - =
) Medicare and Medicaid. requirements for reimbursement also state that a clinic
must be"a licensed £acility which meets minimum safety standards and be located in a .
. . rural 4rea that has been designated as a HMSA or a MUA. Exemptions from the latter <:-
requirement can’ be made by the Secretary‘of Health Edupation, and Welfare._
A "'_ The act also established requirements for staffing and responsibilities of staff’
meambers. Among these are the requirement,that ‘the "professional staff include at
.least dne phys! cian- and. ag least._ one_midlevel_health_practitioner, one or more of
" whom must be available to furnish gervices at all times the ¢linic operates. The
practitioners, in addition, must bevavailable ‘to furnigh-care at least 60 percent of
the time the clinic operates, and ‘the physiciau’s responsibility fncludes direction
. .and oupervision of the clinic and staff. Other regulations relate to the types of
sServices" provided mainténance of the patients health4records, and evaluation'of the
Program- ‘ : _ e :

" Application for certification is made to the State health g%zartmentﬁ If a.
clinic’is certified for’ reimbursement under Medicare, it 18 aut g’ ically certified -
undgp Medicaid. As of. March®1979, about 300 clintcs have been certified since the. - :

* program was. started (March 1,-1978, for Medicare and July 1 1978, for Medicaid)

(41). Initially, five intermediariea under’ contract to HEW will set” the’ reimbursemeng_
levels which will depend -on costs and utilization: ‘rates. This level, reviewed during
-and. at, the end of the fiscal year, “will, be adjusted to" equal the actual .costs to thp
clinic. The maximum lével hag been established at $27.30 per visit and the lower
threshold at $16 (64). The, level will be set annually after March’ 1980 and not be e SO
adjuéted during that figcal year. PU . _ o L

. 10/ The sngial problems of needy " eubpopulations, such as migrants and Appalachians, e

-. are discussed in the final section. s

.
- '
; o . vl
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'To encourage\gost effectiveness, a clinic will be- required to meet*two screening N
regulations. One screen requires overhead costs to be under 30 percent of ; total ™
costs. Another screen sets the produoctivity requirements for the nunber of ‘patients
. to be seen ‘during working hours by the physician ‘and by. the practitioner.l This act -/
when fully operational--assuming that certification requirements dre not too restric- -
tive-~will be.a positive’ force,in counteracting the effects of . the physician maldis-
o tribution problem in rural areas. T Y R N

Loan Rep ment Program' . : o - % : e N
. : . ¢ .. .
. The Comprehensive Health ﬁanpower Training Q&; ‘of 1971 broadened a previpusly .ol
_.—.:-egtablished loan repayment program for health. professionals.3 Funds . are made¥available
- to partially repay~Federal student loans used to finance medical education for health.
professionals practicing in HMSAs. . The Fedéral Governmént repays‘60 perceﬁt of"

» .educational -loans when registered nurses, and doctors ‘of mediciné& dentistry, optometry,,
e pharmacy, podiatry, osteopathy, and veterinary medicine sign a contract to practice_ \;\
*in an HMSA for 2 comsecutive years.- An additional 25 percent pf..the outstanding - ’

balance. is repayed if eligible personnel agree to practice -1 an HMSA an additional

year.

) Personnel may not meet loan repayment obligations concurrehtly with NHSC scholar-

~ - @& - 'ship obligations. The program does not deal directly. with a health organization (as = .+
' "does the NHSC) im placing personnel in an HMSA so a ‘community does not actually apply
_for personnel. After. confirmation that eligible personnel are practicing in a HMSA,

., personnel may apply fot the loan repaYment program.,\Personnel are eligible only - .
*  + if drivolved with direct patient care.- At this time, appropriations are almost» . z
exhausted for 1979 and the program 8 administrators do not expect funds to be author-
ized .for 1980. ° .. ST - : . :
AN . r PO . . . . .
N . ; . }

Community Facility Loans : e . : - .,
0 M ~ ‘ r. - A
“ o a The Farmers Home»Administration (FmHA) sponsors an ussential’Community Facility
Loans Program for rural areas agnd towns of up to 10,000 pdpulation which meet spe¢i-- -
fied criteria. The objective of the programhauthorizkd in the Consolidated Farm and
Rural DeveIopment Act, Section 306(a), as amended by the Rural Development Act of
- 1972, 1is to. help rural’ areas obtain stable economic growth and develcpment. Loans
are provided for construction or improvement of essential community facilities to=" .
"public entities.(such as municipalities, counties, .and special purpose districts) as
'_well as for nonmprofit corporations if they are unable to obtain needed funds from = _<j
other urces af reasonable ‘rates and terms and if adequate plans for repayment are - ’
made. /The’ interest rate currently is 5 percent on.the unpaid principal *and the
4 maximum. term\on all loans is 40 years. Loans are only available to towns of less
3 than 10,000 population or in the: open countryside. ‘Funds are allocated to States es
based on a formula which considers the percentage of the- rural population living in = _

poverty. B, , -
. :Essential community faciiities include: water-or sewer, systems, fire statioms,

hospitals, clinics, nursing homes, libraries, community buildings,‘industrial parks,

or ‘other. facilitiés which are judged . to provide essential services to rural people.l

Health care “facilities funded under this program include clinics,”hursing ‘homes, and

hospitals. Of the $250 million appropriated in fiscal year 1978, 68 percerit was -

~ _allocated for health care facilities, however health facilities comprised only 35 .

- - percent of the number funded. .l1/. The fiscal’year 1979 budget 1s $250 million with- '

Lol health care. allacations expected to remain the same. Cod . Do
’ ez ' v ) .

N

-

11/ Unpublished_data from the Community Facilities Loans Division, Department of
Agriculture. . . L . .

. .. . ! . . co . -
- . X : . . B
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a .. - . . . L. B
.-

. FmHA and the Health Services Administratidh-(HSA) of ‘HEW recently signed'an
ggrgement‘rggardiqg'fuhding.of rural-health care projects. TFmHA will annually set
. aside a portion of ‘the Community Facility Loan Program funds for Community and ’
Migrant Health Center Program grantees who apply and'are,eligible for Community

Facility loans. The first.annual allocation will be $25 @million. - The agreement will .
" scover fiscal year 1979 through the end of - fiscal year 1983." It is estimated that 300
#'clinlcs, serving 1435 million people will be jointly funded by HEW agd USDA within

that time period (45).

Health Méintenahce Organization Efograﬁ -

The Health Maintenance Organization Progfam‘(HMO) is another Federal ‘pregram -

 destgned to meet health care needs in medically- underserved areas. The program 1s a".
:legal entity that accepts, in exchange §or-a fixéd]édVanted-annual payment, -contractual .~

. ".résponsibility to assure the delivery ‘of a stated range.of .nealth services to a . .
‘véluntarily enrolled populécioné HMOs are organized -By pHysicians, employers, labor

- unions, hospitals, medical schools, congumer groups, -and corporations: Two important

effects of HMOs are: (1) integration of many types of health care to promote coopera-
tion dmong providers -and (2) incentives to help health: care providers keep costs’ b
down. .- . o S o o ) L e ’ N AR
The Health Maintenance Act of 1973 (P.L. 93r222)'provides‘for grants; loans, and
-loan guarantees for feasibility, plannihg,'and'inigial HMO -development. 1MOs in MUAs

._that apply for funding are given priofity treatment and at least 20 percent of.the.

' "funds are earmarked for nonmetropolitan ‘areas. . Howéver, less than that goes to '
‘nonmetropolitan areas because there are few rural applicants that qualify. Onre HMO. -
‘model; the Indépendent Physician”s Association where 2 single physician provides care:

,-thrqﬁgh a prepaid health plan, may be, helpful ‘in rural areas. ‘A few :are .presently -
funded through the Féderal :HMO Program. .Assessing their feasibility for all rural
areas at.this stage is premature. . ‘ - e - '

-The Federal Govérnmen; is involved in programs designed to. increase thei%ealth,'
care servicés to specific undersgrved_popuiatioﬁb,'such as migrants, -Americdan Indians,

b

.and Appalachians who are’ likely to live in honmetro_area§. HEW adminié;ers the-
- Appalachiah Health, Indian Health;<and Migrant Health Programs. :
. ) - : v yd L . N . : -

~

‘ _The Appalachian Régiongl?Cdmmi%siop (ARC), a partnership of governments in the
13 Appalachian States, was™initiated in 1965 to deal with the region’s: developmental
-problems,: including primary health care'to thit subpopulation.. Eight other.regional
commissions are operating in the United States. Five have health programs, but not °

_en”such,’a large scale as ARC'(ége appendix B). - . , . ‘

4 . .
‘. - . + 4
P . - . . » . <N ~ .
) T - ’ . - !

. o ., SUPPLY OF MEDICAL RESOURCES. Coe

I © s

5 . - . . n v . *
An area’s medical :esoﬁfges indicate the adequacy of the area’s medical systems
Before we can compare the d stribution ,of resources among county groups and describe
“.the factors which afféct s:Shga distribution, we-must recognize the limitations in
such comparisons. Resource , are compared, to:expose the  unequal access, to care for &
gubpopulations.. This does not imply that an average siipply of resourcés or the .
gregtesé sbpply-of resources ih an-area are necessarily the correct amounts for which
“to aim, even if population needs and resource productivity are constant. .

} _ . o oo o ‘
. Needs vary by area and needs of normetro residents are intreased by the preva-
‘lence of -low incomes, hazardous occupations, higher proportions of® senlor citizens,
and’ lower educational levels. froduc;ivity.and'qualitxfof medical resources are dlso
not “constant aé¢rfoss. the United States.. For example, nonmetro areas have a higher
. ' . . © - e

- - . . o ] ) .
. . ~ . . . : s . .
R o : e ESTERET . Sl
. - . . ' - i - .
- T . . - " X R 7 . \ - . B .
: . e ;o ~ : x ¥
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proportion of physicians ‘over age 65 compared to métro areas. 'This fact may translate .
- into lower productivity and/or lower. quality of care (2, 27, 52).- HowéVer,'nonmetro
, physicians see more patients per week than metro physicians. A .standard of national
health resources shgyld (1) include an estimate of an ?dequate -supply of medical.
resources in the view of both providér and: consumer, ahd (2) allow for adjustments

due’ to variance in needs and quality. of care. . A . : -

_ Personnel : -

~ : ' s . - B . . R R

~~.The~ comparison technique, because of the lack of ‘a widely accepted health
resources standard, 1s the most useful tool available ‘for evaluating the nonmetro. |
__health cdre system. The distribution of- physicians, dentists, osteopathic physicians,
_registered nurses, “and. licensed practical nurses per.100,000 population ratio is a
more common and valid measure of availability than simple counts of personnel since

—

it adjusts for the area’s population size (table 6). -z .
: . o L | | oo . : ' *
. 4. Table 6--Selected medical"personnel per :100,000 population py'résidence
T, o o - L T X
S Ly ST : " . " Medical personnel ih
e T . T < e . . - ,
. PR _ : . BT : -
. : Non-Federal : Osteopathic : o ‘Active | : Employed
. , "Residence 1/ : physician, : physicians,: Licensed : registered : licensed
\' 0 7 patient -care :. . general  :° dentists : nurses, * practical
Poe o e 1975 h\; © practice, “: [ 1974 3/ : 1972, : npurses,
. LRI A SR 1975°2/ %o 0 b el e 1974
S Py . e T ! i, Number ' per 100 ;000 populatlon n
Metropolitan & i 157 " T k. 57 = 380 . 190
. Greater  _ :%, 178 5.0 Y ,.63% - - 378 % 169
© Cere  “. -4 . 204 - 5.0 064 401 186
'* _Fringe P& 119, - L 61 326 131N ,
Medium s 136 = T 5000 L 49 385 . - 208
Legser .~ : 125 2.5 48 378 2427
Nommetropolitan 1  .:7l» 3.5 b 35 ©270 ©198
. » . . v I . 2 - ’ . U N
Urbanized o : S " . S e R
. - Adjacent © : - 87 4 7 . 3.6 " " 36 . 349 179 e
) Nonadjacent o h97 2.7 ; 477 . 355- . 260° -
< Less urbanized: . . . . 3 T ST ) s
Adjacent” _: = -58*% ' 3.1 .. 30 214 197
R vNonadjasent_:f_, 65 . - AR | e 36 ¢ 251 % . 7220
- Totally rural ; = N . . T S ¢ g o
Adjacent ¢ 35 2090 = 21 130 .. 1
RO S Nonadjacent-: - 38 ' 3.7 , 28 . . 173 Ce 129 ©
s U's, total - f D - P - S 192
: - - 3 v 5 . — R "
1/ See appendix A for definition of stub items. ‘ “
, 2/ Data on Qsteopaths in Pennsylvania are for 1976. )
R 3/ Does not include Pennsylvania._ . e oo .
Al - . E ' . ) s
Sourcqg: (5, g, 56). P . : CoE e,
’l". ' .. .ﬂ -.‘ . ..."“ :. . ) v ;- . X e . L A N n‘ .
s | o » 17— . A .
‘?‘ ] . . ) k3 4 4
. 4 ‘ oa e e ‘ .
v . : IR . ‘o
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T - . - ] < 3 EN
. L - o ._°.f\“°e‘b_ase‘? L .. Hospital-
R‘?Sif’e“‘:el/ ' Gemeral '} Medical ' Surgical‘ 6 "~ Other: based
w & .7 practitioners | specialists . specialists | specialists
’ \: . ucé, . a —
_ o s e Number per 100 000 population )
‘Metropolitan ; 19.9 30.9 36.3 : 25.6. < . 4407
: T ° - ot - o .
" Greater- oot 20.4 35.5 o o 37.7 . 29.0 55.1
. Core ° 21.7. 39.3 41,9 v 32,27 ¢ .4 68.9
Fringe . o 1744 o 37. 0o - 28.4 7T 21.8 ' 2444
‘Medium~ ¢ 7 719.5, < 25.4 0, 34.3 21,3 ° 33.6
i Lesser— .& * .: | 1847+ 24,1 .. 34,7 . 2146 26.2
. Nonmetropolitan 25.9 10.5 18.3 - 9.2 N
- Urbanized ' : o _ - T e .
© Adjacent , 22,9 15.5 - " 25.7 13.0  ° .10.3
‘Nonadjacent : T .21.6 ° 19,7 33.9 17.7 14.2
! - . Lesg urbanized: - ’ , o R
.Adjacent - i . 27.7 6.6 : 11.6 5.6 6.1
“Nonddjacent : .~ 29.9 “7.7 R 15.2 7.4 4.5
Totally rural : b ' . . . 4
_ Adjacent 1 25.3- : 1.7 3.5 . s 1.8 2.5
. ¢ .Nonadjacent :. _ 26.1 - s 2090 _ 4.5 - N2.7 T-1.8
U.S, total -+ 1t 21,5 ST 253 . 3l T 2la 34.6
”l] See appendix-&-férhdefinition'of stub items. )
; . A w o S et “ e
"Source:. (5). - e : . . '
' red . . . . - N ..
: ) d ‘ 18- ot :

ERIC

Aruitoxt provided by Eic:

"fincreased 46 percent between 1960 and 1975.

. economic surplus, given an estimated cost of physician services.
,been made to estimate-the normative shortage or surplus of- physicians.

:' speclalists, or as hospital—based physicians.-
‘delivery. of primary. health care, generally have less ‘income than other .types of-

.1t was '$47,438 (15).
-and_specialized skill, can be used as a proxy for the guality of care- available to an

T~ . . N . : . sl e s
. s . L
-

The number and’ distribution of ' physiciansare of great importance. The United

- States will have. an oversupply of physicians in the next decade, according to the

Secretary of Health,. Education, and Welfare (13) The number of active physicians-
However, two statements must be made
First, this predicted surplus of physicians is an
No.attempt has.
Second, this
There were 71 non-Federal . ~

regarding a surplus .of . physicians.

"wealth" of phy§icians has not been shared equally.

'physicians in patient care per 100,000 population in nonmetro areas, compared with""
157 in metro areas in 1975.
llowest in totally rural areas. ‘ v “

The physician—to—population ratio furthermore was the *

7 . . [
Physicians also vary among county groups by the types of practice in which: they

are engaged. - The American Medical Association (AMA) . idertifies doctors in patient

care as .general practitioners (GP), medical specialists, surgical specialists,’ other .

GPs, those physicians involved in the

The average net ‘income for physicians in 1976 was $59 544, but for GPs -°

physicians.
The- distribution of  specialists, who must have more training -

area., Relatively few specialists ‘are. located in nonmetro areas, in contrast to GPs
(table 7) s P . - . ° R )
,_e_wwm:m~~<3'1' Table 7-Physicians in’ patient care per 100, 000 pdpulation
= by type of practice and residence, 1975 .
. ) . e

. . i T
. ¢ . o




b

Q

-

ERIC

Aruitoxt provided by Eic:

T rondition when seekfng medical.care; and the pOl;‘iqally,poweffulﬁhEath.cafb lobby-

: S ST . - - o e N
" Osteopathic doctors- represent another source. of health care. .The percentage of .

residents having an osteopath as their regulaf source of :care remained at.3 perc§nt

from 1963%to 1970 .for rural npnfarm residents and jumped from 3 to 7 pefcent for

" ‘rural £ resident$ in that same time' period’ (8). “ng'number of osteopaths per BN
" -+-100,000 population in metrq areas was 4.7 and 1n nonmetro areas was 3.4 in 1975. . ’

. Osteopakffic physicians are more evenly distributed across. the Nation than other e
physiciany,. 1though they are 4-'relatively small.group. T }
A Wl : . SR v Lo L ) E o .
.-.The r ‘{os of dentists and.registered nurses ' (RNs) per population were greater
in metro areas than nonmetrd areas. There' were 57 dentists per 100,000 popﬁlation‘}n
. mefro areas in 1974,/compared 035 in nonmetro areas despite the greater dental -
‘problems of nonmetro fesidgntiﬁﬁue to the prevalénce of nonfluoridated yater. - There
‘'wepe 380 RNs per 100,000 populaticn #n metro areas, compared to 270 in nonmetro. N
areas. Totally rural residents had:the least availability of both these -types -of -
-health personnel (table 6). . .. ST '_( . ST LT

For.licensed practical nurses thé'situation:is.SIightly differeht. Nonmetro -

areas had approximately the same number of LPNs per 100,000 population as metro areas & -

“in 1972. However, totally rural residents faced the lcwest availability of this. type-
-of health personnel of any area in.the Nation (table 6). - o :

... Medical pérébnnéi_tend‘;o be’concentrated in metro aréas for several reasons,
" .ineluding the perceived™need to be close to medical facilities and supportive and

™" consultative cohorts.. Other factors.affecting the preference of physicians and other.

personnel to-;ocaEe in metro areas are: higher incomes, quality of life (such as
social and éducdtional amenities and ‘greater educational ‘oppottunities for family . .-
'members),.cont?cts-valuaﬁle’to careers, and less demanding workloads (27, $52). -:
' The maldistribution qf‘physicihns_appeans to be almost totally gnaffecled by
- market forces becauSe the medical care indusfry is noncompetitaive (10, 43, 52). ' If I
" .the principles of economics were dperating, as supply of physicians increases and =

.

nothing efse changes, the price would. decrease. This did not ‘occur for physicians

(25).  This situation is fostered by barriers to.resource mobility, -such ag limited ' .
medieal school enrollment and restriéted.medical li‘ensure; consumer ufcertainty

" surrounding techniéal medical .issies; the consumer’s frequently critical phy%ital o

-~

ists (10, 55). ~ . -

£ T

B

" The fact that decisions by hdividﬁalﬂﬁﬁySiciéns'account for 70 percent of all l .

fﬁ“héalth"c?re_éxpgnditures 1llustrates physicians’ control of both ‘the supply and
demand of theif 'services (13). '~ o C : b A

s tnlie Y
.

.
( S = )

. . 7 " Intérvention by the Federal Goyernment in-the location. decision, especially " .
through-the National®Health'Service Corps, has partially corrected the maldistribution.
problem by providing incentives tc both fiedical ‘colleges and students.- Several studies
-suggest that physicidhs residing 'in honmetro areas pricr to training are more likely
to,practice in‘nonmetro”areas than those residing in metro’areas (12,  33). A partial '
solution to the maldistribution problem.would. be recruitment of medical students from

3

nonmetfp areas.. . . < S - e o v o .
BRI e . . Facilitiés . R e e
e " The distriﬁﬁftonabﬁ féciiitiés and equipmentL;iso vartés (table 8). There weré.

495 U.S. cougties,withod?"a.qthunity‘hOSpital3(defthqd as-é.nqn—Federal; short-term
general hospital which S open™to the public) in 1976. ,Theré are more commuhity

‘Bospitals per capita in. nonmetro areas than metro areas but these hospitals'are_ ’ -

~__gene;ﬁlly&9mallgr.? Thus, .there are actuaily_mdfe'hospital beds ﬁer pér§On;in

© .

- I . s .

4



- Table 8--Selécted medic:l facilities per

o S e _ . _' '100,000 population by area . o
fl Short-term-community "f Nursing homes, g ‘:
) _Residence 1/ hOBPltals, 1975 7 ) 1973 .
: Facilitieav : Facilities :  Beds

Beds

- |ee ee e

-‘-|

“

Number per 100,000 population "

‘ Metropolitan : 2 460 - “ 5 479 - ;
. Greater - : 2 459 5 499 . o
- "+ Core : 2 5197 . 5. .. 564 '
# o Fringe : .2 329 ’ 4 - 380 -
: - Medium : 2 ) 447 . -5 424 -
Lesser : 2 ) 502 ST/ 542 ’
R Nonmetropolitan  : 5 428 6 407
Urbanized,.' : i - . -
»-Adjacent : 3 379 . 5 365 . .
- Nonadjacent : 4 582 7 554 S .
r Less urbanized :. _ S
. Adjacent : - 5 393 6 386
‘ < - Nonadjacent : 7 7487 ) 8 ¢ 500 .
S Totally riral :. L L )
S - . Adjacent - : 6 268 4 228 .
3 -  Nonadjacent : 9 333 6 310 e
) U.§. total .. : 3 451 50 454 -
- - : @
. 1/ See appendix A for deﬁioition of stub items. - ’ B T
vl - ‘ Source: (56)., - . o o ; .
i%-‘ metro areas than nonmetro areas. Nodmetro hospitals are also generally older, less

likely to“be accredited, and lacking in specialized services. The American Hospital
¥  Assoclation reports that the ‘assets per bed for metro hospitals are $39 998, compared
to $26,804 for nonmetro hospitals (3).-

- Many hospitala in nonmetro areas were constructed unde;>the federally funded
‘Hil1-Burton Program initiated in-1946. Hospitala funded by this program were obligated
to make services available to all community residents and provide‘a reasonable amount .
of free or low-cost care to indigent patients. These obligations were not enforced«™
However, a new effort to monitor and enforce the complfance of thesé requirements was
recently formulated by HEW. If it is aucccaaful, the indigent metro and nonmetro

population will be mo likely to receive hoapital care (20). . ' S )

“onmetro areas need sp -ialized facilities, such as nuraing homes and ho .
~health care facilities, because of the relatively large aged population. However, in -
‘975, there were 479 nursing home beds per 100,000 population in metro areas, compared -
to 407 in nonmetro arease.. Projectiona are that, by the year 2000 whilg the 1974 ’
.o . D . \;\
S - -20- . \ R N
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o . total population will have increased 22.9 percent the'aged:population will have
‘ increased 36.6 percent (59)." . o '

o Mental health care is another important service scarce in rural areas.. A recent:
s tudy found ‘that the rural-urban status of an area, rather than the medically estab-
lished need of care, detérmined the‘nature»and number ‘df services ‘available (53)i - <
Thus, rural areas, in terms-of mental health resources, are the ‘most ‘underserved.
, Nonmetropolitan poverty areas have the lowest mean number of mental .health personnel

hours per population of -any rural—urban status combination. L

-

P '
N - .. ]

v Access“to'Health Care . N
) Utilization of services is an-indicator commonly used to measure access to
° health care. Metro area residents had relatively more physician visits (5.3) per
“ person per year than nonmetro area residents (4.4) 1in 1975 (table“9). The percentage
.~ of the population having at least one physician visit ,during the 12 months’ prior to
' being interviewed shows that 75.9 percent of the metro population had one or.more
visits, compared to 73.0 percent of “the nonmetro population. ' Only: 35 percent of

NS 1‘,

: _' these nonmetreo visits were to speclalists compared td 65 percent for metro residents,
- *and the' average visit lasted only 12.8 .minutes in nonmetro areas, compared to. 15.8 in
‘metro” areas (36)“ , . . ‘ _—

)

" Table 9--Visits to physicians and dentists by residence, 1975

e . i -Visits per person : Percentage of population
. " - per year : with one or more visits
. s Residence 1/ T - ) - " in past year
) . Physician : Dentist .: Physician : "Dentist .
' _ . - : . ‘ F --;-f—--Number : ———-Percent————-—
" Metropolitan 5.3 1.8 75.9 _52.5
£ " Greater 5.4 1.9 76,2 54.3
. . . Core o s 504 109 07508 P 52.2
T Fringe o 5.4, 1.9 . . 77.2 . '58.8
Medium oor 5.2 1,7 * 76.0 ~ 51.0 )
Lesser 4.8 1.6 74.6 . 48.8 A
N . . R .;: . :
- . .. Nonmetropolitan ~ : . 4.4 1.2 . 73.0 L 4402
“ .. - 'sMsa - _
' Adjacent . : 4.6 1.3. . C 7304 0 1 44.8
Nonadjacent 4.2 12 . 72.5 4344
R - .S, total = : 5.1 1.6  75.2 50.3

2

1/ see appendix A for definition of stub -items.

I A Source:“ (22).
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Dental care, a major component of. primary care, is often viewed as-elective, and”
relatively large differences éxist among income groups in'its utilizations A higher
_prevalence of -lower income persons, along with less availability of dental setvices,,
-may explain the lower utilization of such services in nonmetro areas. Dental visits
_per person per year ‘were higher for persons: living “in metro areas (1.8) than for
_persons living outside metro areas’ (1 2). k . L s

.

The population Idving din fringe counties of metro areas had the highest propor=

_f‘fibﬁ-of persons wvho had seen a dentist within 1 year (58.8).. The lowest proportion’,

Q
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~effects of utj.ization of health services on health status. Genetics, énvirdnment,

was for persons residing outside of and not adJacent to metrbd areas (43 4).

- The opposiee relationship between utilization of, physician services and residence
exists for utilization of hospital services and res‘delce. For example, .in 1975, the
percentage of the population with one or more pariods of hospitalization was 10.3 for

"metro areas and 11.6 for -nonmetro areas. Differences by place of residence are not

large, but they are consistent for every.age group (59)." Again, this may.be related
“to the greater prevalence of low incomes in nonmetro areas: -Hospitalization is known

- to be inversely related to income for several reasons, including less access “to -

preventive and primary’health care (59). Another determining'factor may be the
greater distance nonmetrc jeople must travel to obtain care. Thus, a patient may be -
hospitalized tp avoid repeated long trips and to assure prompt attention if needed. - .

Hospital care may be just as-accessible to- ‘nonmetro residents as to- metro )
residents in terms of beds per capita, but in nonmetro areas, this care is usually
.provided at smaller hospitals with less technology and specialized services. Highly
specialized services genera’'ly require a large service population to support equipment
investments and to attract trained personnel. Since nonmétro areas are sparsely ..~
populated emergency medical services are vital to increased access to specialized .
'services for nonmetro residents. : - ’

3

o

Other measures nf access to health care include whether ‘an individual has a

" regular source of care, appointment waiting time, travel time:to care, ability to .

obtain a walk~i- visit, and office waiting time. A 1975. nationwide survey found that
rural farm residents had the least access when it was: measured by the last three of °
these five measures (1). , . . ’

“ PR HEALTH STATUS MEASURES
~ The health care system S goal is to reduce disease and promote health. Therefore, - _
the performance of 'the system, the evaluation of health care_policies, and .the. o
‘resulting quality of "health care should be appraised by its effects ion health' status.
This can be a controversial and difficult task.' One'primary reason 1s the lack of a

generally accepted health stgtus definition. A'definitién can be limitéd to a
strictly diagnostic classification or can encompass such factors' as psychological

well-being, changes in knowledge, ‘behavior, or-attitudes; as well as quality-of-~- life

factors affecting a population. The World Health Organization, for -example, defines

- health as"a state of complete physical, mental, and social well-being and not °
' merely the absence of disease or infirmity (16). ' -

Another reason for the difficulty in accounting for the success or failure of
the health system through health status is the problems, in measurement, once health
status has been défined. Because .0f the intricacies of diseases and peoples”:.different

" perceptions, measurement is:at best arduous. Also, since health status is affected -

by other factors outsidé of the health system, it is difficult to isolate the



.‘andllifestyle also affect health status. Genetics is’an 1mmutable factor, but
certain aspects of the environment and lifestyle (for example, pollution and smoking)

“

‘can be changed. : . . . . -

A number of ifdividual measures can be used-to set ‘goals and standards and to
- assess the effectiveness of health services. These include measures ‘of . mortality and-
"disability, self-perceived health status, .and.incidence of diseases:. Infant mdrtality
is generally considered a good inddcator of health status. The infant mortality rate
for.the total U.S. pogulation has declined, although rates are not equally low in all
gquraphic areas or all subpopqlations (59) .

” . Two measures of health status are considered 1n this. report: (1) the 5-year'
infant mortality rate for 1969-73 and (2) a composite index cconstructed through

e principal component analysis (table 10). 'The first ‘measure eomputed as the number of
deaths for infants less than 1 year old per 1,000 live births is presented for each
of the residence categories. - The second index composites three indicators of health:
N an\infant mortality rate, an age-standardized mortality rate, and an age-standardized.
mortality rate of deaths due to influenza or.pneumonia. For the composite. index, ‘the .
"higher the yalue{ the_better the health status of the area (48) '

k4

- ¢ . . . . - e
. -

. ~Table 10--Infant mortality,fates and‘composite : N\ .
health status index by residence )
o . | : ‘afant mortality : Compositezhealth
Residence 1/ - rate (1969-73) s ‘status index
Number per 1,000 U.S. index = 100 \ ,
- ~live births L o, -
) Metropolitan . . : " 18.8 : 106.1 A
< : . : L L . . ’
. Greater . ¢ . 18.8 _ 108.6 S
:'\"\\ - COIQ ' - ’ H 1908 ’ . 9900 . : ) .
= : - - Fringe 3 16.2 112.1 . "
Medtum | : . 18,5 105.3 © .
" ‘Lesser AT 1944 104.7 ,
B " " Nonmétropolitan  : T 20.7 98.5 °
C o . T
. Urbanized e . . Lo \‘\\\\\\\\\\
.o T ~ Adjaceat - ; . 19.3 : 103.7 "l
, , Nomadjacent : ° 20.5 . .., 99.8 T~
' Less urbanized : C : o, ; h
MO _ Adjacent . 21.0 97.9
: ' Nonadjacent : ' 21.6‘ . . 98.8 - - :
Totally rural ) , . :
. Adjacent e - 21.2 _ : . 96.4 o o ,
C  Nonadjacent : - 21.0° ¢ .- 97.7 o T
- B U.S. total : o 19.3 .. 100.0 . . _
e /{ 1/ See appendix A for definition of stpp items. ~ N ‘
| ;,! . :”f'_~Sources: 48, 560+ . - : | S \‘f\\\s>§ S -
. ' , - ’ -23- ) .
s ) . /-_d(

[t
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R Both indices show that the health status of ‘metro residents is better than that
of nonmetro residents. The high infant mortality rate of 21.6 per 1, 000 live births
in the less ‘urbanized counties not adJacent to a wetro area, compares to. a low«of
16.2°1in fringe counties of gréater metro areas. The’ composite hezlth. status index
‘chowed that totally rural areas ‘had the worst health status and, again, fringe

Mcounties of greater metro areas had the best’ index. , . . v

AnotheT index of health status 1is the*number_of disability days due to chronic

‘or acute conditions. Residents of nonmetro areas generally.have more disability days
‘due to” chronic conditions than metro residents. Metro residents have more disability
days due to “acute conditions than nonmetro residents (29). One problem with utilizing
disability data as a measure of health status is that progress 1n medfcal care has
resulted in more people surviving formerly fatal illnesses but surviving with

some form of disability. Therefore, improved medical care can both decrease and
increase disability. ‘ : : ' .

° ' Another method of measuring health statuSuis :t0 survey persons regarding their -
" perceived health status as self-assessed health status relates closely to other
indicators of health status. Differences in assessment arise from several soclo-"
econbmic factors .and .from place of residence. In 1975, for example, 15.2 percent of
“ .. the nonmetro residents .sampled rated their health as fair or poor, compared with 11.5
A percent of metro residents Q__) ‘ . . , RS

< '

k3 L -CURRENT ISSUES
2% Several ‘factors are involved in determining the needs and direction of the rural B
health care system. _These include the rural-urban’ turparodind in population, needy

. subpopulations, increase in thé supply of midlevel health practitioners, and the '
importance of the services industry as a source of employment for nonmetto residents..

1

o
..

Rural-Urban‘Turnaround

’

Recent'attention has been focusEd .on-the termination, and even reversal, of the
» net migration of the population from rural to urban areas (l1). The population,
between 1970 and 1975, grew faster in nonmetro areas (6.6) than in metro areas (4. l)

This trend, not limited to counties adjacent to metro areas, can be attributed
to: decentralization ‘of industry, increased settlement of retired people, expansion
of senlor State-.colleges, increased recreation, and apparently higher birth rates in L
nonmetro aréas (ll1). This means an added strain ‘on nonmetro “area social services.
Furthermore, since.a major factor affecting this® trend 1s the growth of retirement
communities in nonmetro areas and, given. the positive relationship between age. and
need of health care, the strain on the health care systems in. these communities
becomes intensified (31). However, the change in supply of physicians in nonmetro ..
areas hag not matched the’ change in ‘population as it has in métro areas. The popula- ' -
tion 1n some. areas grew. at-a fa te than the supply of physicians.

] The rate of change in ,the U. S. Supply of non—Federal physicians in patient care
wasﬁhgre than twor-and-one-half:; times the raté of .population change between. 1970 and
1975 Xfig.. 4). . The corresp nding figure for mefro areas was over three times the
. change in population. " Howewer, for nonmetrd areas, thé rate of change in the supply
f;“of,physician:bZas only abo{it ione-and-one-half times the rate of population change.

g

The rate of change in the”physician supply for totally rural areas did not even keep
pace with the rate of popula on change.

—

) L =2
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. Flguro. . .
-Changes in Populatlon and Supply of Physmlans by Resndence, 1970 75
e Resndence 7 Percent change |n populauon iz
_Categorles ) -
., us. TOTAL‘“
- 2. 3
o S v .
METRO TOTAL
o r
- Greateg®
. "' Al ‘L' -
‘ . - Core 8- T . -
0 J . )
Fringe q - —]
@), +
(S I
Lesser N
’ o
.:NONMETQRO TQTAL —l
. . 3
s .
3
Urbadized
-(AQj. to SMSA)
v ) k .
‘ Urbanized . A8 i
{Not adj. to SMSA) l
©_ Les&urbanized"
-  {Adj. to SMSA)
/ 0 \' .
t : v K3
Y P Less-urbanized
. = _ {Notadj. to SMSSA) o~
L ", Totally rural . )
- - (Ad}, 1o SMER)
,.... - Xt ]
L . Totally rural ) '
! (Not ad|. to SMSA)
s. - . | .
10 15 .20 « 25
L ' S Percent’ Change - '
..;(m aupnnau A tor anlmmon ot vesumncn uleqomys Soulcu Caicilations based on 4.5
- USOA - vt . . Neg. ESCS 7179 (6)
. . . RS - = . :
‘ ° E - .
B ”
T B i
. -25—
s .1 . -
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T _ Needy Subpopulations

Several subpopulations are faced with exceptional hardship: * Elacks'(particularly
in the South),rAmerican Indians, migrants, rand Appalachians._ Each" of these groups,
as a result of cultural isolation, povertyf‘and discfimination, have specialized

health care ‘needs. .- . _ e

N . B . . - . -

'Blacks : o , S L __\\;\ ,:"' a

Black infanu mortality “in the United States is almost twice as high as White
infant mortality. The South has .the greatest infant mortality of all regions, and the
difference between.Black: and ‘White infant ‘mortality is pronounced. . Mississippi 5§~

White infant mortality rate, for example, was 19.4 infant deaths per 1,000 ‘1ive

births, for Blacks, 4t-was 39.7 in 1974 (23). Infant mortality rates are also o S

higher for Blacks residing in nonmetrooareas, and Blacks generally receive’ less
Medicare and Medicaid benefits than the rest of the population {22).
- & K i ) ) N N
American Indians and Alaskan Natives .. o e \
American -Indian and Alaskan Native health care has improved considerably .since
the establishment of the FederaP‘Indian Health Service in 1955.° However, when 2

_'compared with the total U.S. fpopulation, the health of American Indians and Alaskan
Natives 1is poor. Thelr life expectancy in. 1970 was 65.]1 years, compared to 70.9
-years - for the total U.S. population. The infant mortality rate per 1,000 liye births

was 19. ‘1 1in 1976, compared tg 15.2 for the total U.S.- population.' Accldents,

the leading cause of death among American Indians. and Alaskan Natives, cdused one
out of every five American Indian or.&laskan Native deaths in 1976," compared to one
out” of euery 15. deaths for the total U S. population (60) -

Migrants ) : ’ : —

. The Federal Migrant Health Service established migrant health programs in 1962.
However, as indicated by an infant mortality rate that is”25-percent higher than .the *
ndtional rate, and high mortality rates aused by infectious diseases, migrants still
face critical health care problems. Migrénts, including children,-are exposed to ’
hazardous ‘work conditions, such as dangerbus machinery and harmful chemicals.
Many migrant workers are ineligible for- Medicald benefits because they.do not meet
the definition of the-.categorically neédy and/or residence requirements in some .
States (66) . 2 L I

. N ’ . i . "‘ _-.'.

' ppalachians

Q
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.Almost all of the Appalachian region is officiaLly classified as medically
underserved.: The region in 1976 had 158 physicians per. 100,000 population, compared '
to the nationalvrate of 175 physicians £6r every 100,000 population. Appalachia’s:

. infant mortality rate was 6 percent higher than the national average in 1974, but by
1976 fhere was less than a l-percent difference between Appalachia and the rést

of the United States. . 'S

IS , : 0 . .
This lower rate was not .regionwide, however. Over 25 percent of the Appalachian

counties, primarin in Southern .and Central Appalachia, had an infant mortality rate *
which was 1.5 times the average rate for the rest of the country (9). Two contributing
factors are the region’s difficult terrain and geographic isd&até;n. The Appalachian
Régional Commission (ARC), created in 1965 to‘deal with ‘the regich’s economic and °
developmental problems, now ‘serves over 1 million persons. ’ -

e



o 4

'z Midlevel Healtk Praétitioners ’ .

ey

" There~were.5,000 midlgvel'health practitioﬁers:éna 4,330-m1dw10es in l§76'in the
United States. 'Midlevel.héaLth practitioners include physician assistants and nurse
practitioners. Recent-studies indicate that practitioners are locating in or near

nonmetro areas to a greater ‘extent thap physicians (30). Many times a.rura ,commpnity'
unable to support a full-time physiéian can support a pra=ztitioner. A practi*ioner,’

in _these communitiesy may well be the appropriate.solution to the health caré problems.

A resident practitioner can, insure basic primary care, health education, and preventive
health services. ' . o i . s )

- : Increases in midlevel health practitioners should continue to increase because

. passage of the Rural Health Clinics Law (P.L. 95-210) in 1977 extends Medicare (part
B) and MedicaidfCGVerage-;o_setvicgs provided by practitioners even in the absence of
a physician. - ' : . C o ' .

G?bwth of Service Industiy »

o

-

The he%lth'care'industry employs almost 6 percent of the total .U.S. work force. .
Service 'jobs between March 1970 and March 1977 grew .39.4 pércent, in nonmetro areas, ..
-.._compared to 8.4 percent in metro areas. ' Nonmetro area change was greater than the .. ..

change for any.industry in either metro or monmetro areas,- mainly because of effortg

edical services (32). s

_to improve m
.. - \,_\\\ 7 .

il : ° S .
LN e " PR

CONCLUSIONS o Loy

. . . . N . . ] ‘ -
. - Metropolitan residents -have access to more basic and more specialized health .
.Y . services than nonmetropolitan residents. Areas in greatest’ .nded, but with the fewait
" health resources, are totally~ rural areas. ’ ' ’
Solutfons other than the tfaditional "physician’in residence" are.required to -
.effectively deal with,tﬁe diversity of problems within rural areas (18). Communities
need £b~qxamine development of specialized emergency medical transportation d
communication capabilities, satellite clinics of hospital and university med?tal' e
centers, and increase in part-time physicians and primary care health practitioners.
. More community colleges could be rraining students for health service careers..
Communities can also be active in training re;}denés to serve as emergency medical
- coordinators to deliver basic first aid until mofe specialized emergency services :are
" " available. Local residents who have a commitment to the community' can also be- .
involved in health education and promotion activitiés.' : -
»~ For more physicians to:locate in rural areas, assurance of a salary-greater than
that of metropolitan physicians may be needed to compensate’ for the nonmonetary
. disjncgntivés operating .in rural areas (fgf example, long work hours and professional
- * isolatfon). The NHSC Program, although;small in relation to the need, links dncentives
. with community needs. Publia health financing programs have helped to institutionalize -~
- and perpetuate within the system the disincentives to locate in a rural area. L
ghysicjans are reimbursed at the prevailing rates which are lower in rural:areas (14). .

[

P
4

- A positive development in rural health has been the Federal quernmént's recogni-
tion ofrural health problems and the several, programs designed to meet these special
neéds. However, even with' this.Federal commitment, the.rural health system is not on’
-par with that in urban’areas. This does not mean, nor.is it likely, that an identica;.
. system would be appropriate. It does mean that, in recognition of unique rural
health cace probiems, support must be provided for tlexible.health programs designed

to meet these needs and: to allow.for community-based input. ' Furthefmore, undep any
nat{onal health insurance program, it would be important to recognize.the special
health needs' of rural residents. : - . - T

. . !
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1. :Urbanized adjacent-—counties contiguous to SMSAs and having an aggregate

"6. Totally rural not adjacent--counties not contiguous to SMSAs and having no

PR ‘e S L

; S -

e APPENDIX A:  RESIDENCE CLASSIFICATION SCHEME - . .

Metropolitan (SMSA) counties° A Standard Metropolitan Statistical Area is a

‘county or group pf contiguous counties with at least one ‘city of 50,000 inhabi-

tantg or more, 6r twin cities with a combineéd population of at least 50,000.
Contiguous tounties are included 'in an SMSA if, according to certain criteria,
they are socially and economically integrated with the central city. - !

R ._»

" 1. .Greater metro--counties within SMSAs. having at least 1 million in population.

M

a._ Core counties-*counties containing the primary central . .city of greater ¢
"metro areas. : . . ..

b. " Frfnge countiés--suburban‘counties of -greater metro areas.

2. Medium metro—-coun'ies within SMSAs Jof 250, 000 to '999, 999 in population. -

o

3. Lesser metro--countibs within SMSAs of less than- 250 000 in population.

-

Nonmetropolitan counties: * L e .

3

‘urban population of at least’ 20 000 residents. ‘Contiguous: is’ ydefined as

.~ geographic contiguity at more than-a single point or corner and where at
-~ least 1 percent of the labor force commutes to the metro central county for
work. ) C, ) i ) .

2.  Urbanized not adjacent--counties not contiguous to SMSA& and having an
aggregate urban population of at least 20, 000.’ . g

3._‘Less urbanized adjapent——counties contiguous to SMSAs and -having an aggregate
: urban population of 2 500. to 19, 999. " v - .

4+, Less urbanized not adjacent—-counties not contiguous to SMSAs and having an

aggregate urban-population of 2,500 to 19 999.

¥

‘5v Totally rural adjacent--counties contiguous 53§SMSAs and having no urban -

population.

A

- @

urban population.. )

9~ : ol
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* APPENDIX B: . APPLICATION PROCEDURES

-
-

. U.8, Department of Health, Education, and Welfare Programs

; "8 .
1 . o k3 t o~ [y S

f
i N e

-The first contact in the applitation procedure for HEW programs is at the {.
regional level. The regional office of HEW will ask the local Health Systems Agency
@ (HSA) for-its review and approval before the application is sent to the Federal

office té make sure the proposed project 1is consistent with the health plan. - Under .
OMB .Circular A-95, State and areawide planning councils must also review the applica- .
"tion in‘the interest of promoting maximum coordination at all Government levels.
Information and requests for applicétion materials are available from the Regional -

- Health Administration, DHEW, at the appropriate regional office. - The 10 regional -

' offices are listed below. " '

“

134

Reégion.I - Maine, Vermont, New Hampshlre, Massachusetts,
: "Connecticut, and Rhode Island .

s
< .- .

John F. Kennedy Federal Building -
Government Center L .
Boston, Massachusetts 02203'f ' ! -

‘ . . 4
. , - .
. Lo : ' . } .

f*Region IT :New York, New Jersey, Puerto Rico, and Virgin Islands .

o . - .
. ©

_ _ Federal Building . : T
Y S . 26 Federal Plaza . :
. " New York, New York 10007

ST ' o ’ C d

O

. .Region III Delaware, Pennsylvania, Maryland, Virginia,
! ) - West Virginia,. and District of Columbia '
P l P.0. Box 13716 *
. ' Philadelphia, Pennsylvania 19101
> R X .. * - -

o Region v’ Tennessee, South Carolina, North Carolina, Georgia,
' ’ Alabama, Florida, Mississippi, and Kentucky
" 101 Marietta Towers . > P k o
. Atlanta, Georgia 30323 . : .
o : ;

.

Region V » Wisconsin; Michigan, Illinois, Indiana, Ohio, and i
i ] Minnesota .
. '. - . ’r - . T .
» 300 South.Wacker Drive . o S
Chicago, Illinois 60606 o , C

. 1
Regibn'VI_ New Mexico, Oklahoma, Texas, Arkansas, and Louilsiana :

: < IZOO Main Tower\Bldg. — , o o g s
-~ Dallas, Texas 75202 , R
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“Region VII Nebraaka,'Kahsas; Hissouri,land‘lowajﬁ

' 601 East 12th Street T -
“Kansas City, Missouri 64106 : T T

‘Region VIIL Montana} Utah, Wyoming, Coloradoa North“Dakota, and
¢ South Dakota' o ) !
N - "9017 Federal Office Building A L
: "o . 19th and Stout .Street - T _
‘ Denver, Colorado 80202 - N . .

v . - o . ‘ LA :' . X . ‘ :"_ . . 'f.‘ . . -
' ﬁegion IX Californis,‘Nevada,,Arizona, Hawaii, and duam Y o

S Federal Office Building . . . . B ~
w4 ..+ 50 United Nations Plaza - : T
. : : . San Francisco, California 94102 . . - --

2 - .
. €4 a

Region x_-Aiaeka; ldaho, 0] égon, and‘washington - .

,  Arcade Plaza .
1321 Second Ayenue : - . _
- Seattle, Was ington 98101 7i>\\\ N

“
}
i

Community Facility.Lban Program ..

"""" ’
ty Facility Loan Program is the. Farmers Home Administration
(FmHA) county officet That term 1is ,misleading in that somé offices serve more ‘than
one county. (About’ 1,800 offices serve over 3,000 counties.) : The application is
. processed at the istrict of fice, alQhough the entry point is the FmHA county office.
" " Under. certain cofiditions the, application must also be reviewed at the Federal |

greater than $500, 000 or if the organization has éxisted less ‘than 5 yeara). .

*

Regional Commission‘Programs R | -'}‘
Stateszwithin any ‘of the regional planning commissions may make : aﬂplications “to
the commissions for local health systems agencies, local governments, and nonprofit ‘.
orgdnizations. Six of the nine regional c0mmissions have some form of health, program.
The addresses of the .81x regional commissions which have*health programs are:’

~

Executive Director, Appalachian~ _ Oqarks Regional Commission ’;'ﬂl )
Regional Commission o T 1100, North University Avenue :
‘1666 Connectictit Avenue,- N.W. -~ Suite .109 : -
» _ Washington, D.C. 20235 ¥ Little Rock Arkansas 72207 .
Executive Director, Coastal '_.. ‘ﬂUpper Great Lakes Regional Commission
- Plains Regional Commigdsion, . - 504 Christie Building : -
215 East Bay. Street - #° ©.120 North Fourth Avenue West T
Charleston, South Carolina 29401 L %f»Duluth Minnesota 55802 -
N L= o ’ o T ': . L '>
"V Four Corners Regional Commission oo ‘.Old West Regional Commission
2350 Alamo S.E., Suite 303 .7 %, 201-Main Street, Suite D o
Albuquerque, ¥ew Mexico 87106 - “" Rapid City, South Dakota- 57701 - .=
R DR o e . ~ .
i & —30— G R L z
. g ; o TN
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: ' ‘APPE&D'I}E‘“CE 'DfZS'lGNATION CRITERIA« ER -

v . . k) . .
‘ . . - = et 1
B V-

e .
) Health Manpower Shcrtage Areas (HMSA) are designated by the Marpower Analysis
Branch (MAB), Bureau of Health Manpower, Health Resources Administration in the .
Any individual or group, including the .locdl Health Systems

. . Department of HEW.
Agency (HSA) can recomme the designation to the MAB. Upon receipt of an application,
the MAB notifies the State Health- ?lanning Board and the:local- HSA (if the HSA is not
”7~W—w—the applicant) for their comments.. » g . J

- There .are seven possible types of manpower shortage° primary care, ‘dental,
: psyéhiatry, Vvision, podiatry, pharmacy, .and veterinary. The shortage criterion for
:primary care manpower takes iato consideration the“ratio of population to primary -
care physicians. The other criteria are whether ‘there is a rational area for delivery
--of care, pppulation count, midievel. health practitipners, -indicators of unusually
. high needs, and indicators of insufficient capacity-

areas ‘are also- considered. . S R .

Critical values for these, criteria were established and were: published in the
*  January 10, 1978, Federal Register. Areas not meeting all these criteria can be
’ excluded from désignation. Designated areas are, also categorized into four groups
r-wdependent not only oneghe population to physigian ratio, but also on the special need.
of~the: population ‘and capacity  of existing resources. The latest designations were
published in‘the July 17 and September 28, 1978, Federal Register. _ .

¥

a'( Q . .
For further information, contact: e .} ) \ %}
Manpower Analysis Branch -, =~ T .,
. - . Bureau of Health Manpower _ o i
‘s ' U.S, Department of Health, ' ' B

: . Education, and Welfare
- . 3700 East-West Highway ~ - ° )
- Center Building, Room 4-41 . : - ‘
‘ Hyattsville, Maryland’ 2Q?82,f : - : U

. Ny e

i 3 ' S i
o Medicaily Underserved Areas (MUAs) ate designated by the Division of Monitori1g
i and Analysis, ‘Bureau of Community :Health Services (BCHS), Health Services Adminis stra-
tion in ghe Department of .HEW. The value of the Index of Medical Underservice (IMU)
1s calculated for every area in the United States and is used to determine a MUA.
The weighted index considers: «(1) number. of primary-care physicians per 1,000 .. -
: - people, (2) infant mortality rate,. (3) percentage of people in poverty, and (4)
)
percentage of population 65 years and oldef. . o T . :

=~

The 1975 median IMU score for all u. S. counties, 62. 0 'was used as the cu*off
point between underserved and adequately served areas, although it is no longer the
median value. If a local 'HSA finds that an area 1s not on the MUA list but does in*
fact have an IMU of 62.0 or below, the HSA then sends the required information to. the
Divisiod of Monitoring and Analysis. The local HSA ‘is the only party which can :
v recommend that an area be designated. Areas which are designated as HMSA are auto-*

matically designated as MUAs. The MUA lise, continually revised .and updated .xegularly
. by the BCHS, was last published in the October 15, 1976, Federal Register but -an
updated.list is forthcoming. In that same Federal. Register, the information required
from an HSA is spelled out and the procedure for determining the weighted IMU is

. : ,J

supplied. T R

'

. - ' . O
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For further information, contact. L ‘ . . R
[ 4 ‘
" Division of Monitoring and Analysis
. * Bureau of Community Health Service :
U.S¢-Department of- Health ‘ »
+, ° Education, and Welfare . -~ ‘
:3600 Fishers Lane ° -- - R S0
Rockville, Maryland .~ 20857 - o L ¢
T - : Lo . 3 )
High Infant Mortality Areas (HIM) are designated by the Division of Monitoring
and Andlysis; Bureau’ of Community ‘Health. Services, Health Services Administration in
® the Department of HEW.. The designations_ are based on the S5-year infant mortality
. .rate from 1971 through 1975, In areas (city ox county) with more than 2,000 live
" "births within thé: S-year period the*infant mortality rate must be equal to or
.exceed 22.1" deaths per 1, 000 live births in order to be designated. The ‘rate .
" must be equal to or exceed. 22.1 deaths per 1,000 live births at the S-percent level
of significance in areas with less than 2, 000 live. births. An area may also be
designated 1f more than 400 infant .deaths occur in excess of an infant fortaldity Tate
of 11.5 deaths per 1,000 live births. ‘ ’

L

Al ' 1‘:': ! .' : ‘ . . !
*.For further information, contact' . : @
. ' - . . 0 _ P
v Division of Monitoring ‘and Analysis - -t N
* N Bureau of Commupnity: Health Service” - ’

- U.S. Departmeat of Health, T S E
. - Education, and Welfare o o
~ s+ . " 5600 FishersLane . , - s .
Rockville, Maryland 20857. - - : : C . .

" . > . o

High Impact Areas (HIA) are designated by the Migrant Health Service, Bureau of\
Community Health Services, Health Systems Agency "in’ the Department of HEW.-  Such
areas avre defined as having at least 4,600 migrants and/or seasonal farmworkers _and

- their families for at least.2 months of the year. The designation is presently “based
" on the 1973 c0unty population and updated continuously An’individual or group can ™'

notify ‘the Migrant Health Service’ if they believe an area qualifies but 1s not so
3 -designated. . . .

3

.

En

-For furtherhinformation, contact:
Migrant Health Service ' 4 .
- Bureau of; Communit Health Service
U.S. Department of Health,
Education, and Welfare o . :
. © . 5600 Fishers Lane . .0 e e
. . :_Rockville, Maryland . 20857 . - K
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